WRITE PLAINLY--USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

' ) Add
i “Bar

BUREAU OF THE CENSUS

DEPARTMENT OF COMMERCE

LD SEP 17 1981 - o 4

Registration District No-wmwmommvnme—eereeceee

Primary Registratlon District Nowoeeeoe

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH soerm o 28981

" Registrar's No.__ﬁm_.

{a) County

1. PLACE OF DEATH: M@B
* *s

{¥} City or town

St Louls ., TG,

{If outside city or towa limiis, write "RURAL" and noms of township)
(c) Name of hoapital or institution:

uitj Infirmarvy .

{1f oot in hospital or Jostitution, writs strest “"éﬁr urlifﬁlff‘n’?f 6 19 4 l

2. USUAL RESIDENCE OF DECEASED: W

(z) State LiO. . (#) County Sﬁw M '/7

5t. Louls, ‘7
{1t opiaide o writs “RURAL")

5800 Arsensl St /3

(If rural, give location)

{¢) Cityortown

(d) Street No.

16, {a} Informant

rz
5800 Arsenal S¥.

17. (a)

{¢) Place: bustal or cremation

alvary Cemetery

o AIE G981

{Dute received local rexistrar)

18. {(a) Slgnature of fun J,d“' tor,

Cullinane B&opg,

(8) Date ereot AU e 21 194

{Burial, cremation, or removnlb (Mo {Day} (Yoar)

;

'[(c) Where did injury occur?.

{d) Length of stay: In hospital g institution... ot & Citizen of country? No. (Ves or No)
In this community. 6 ¥yrs., Lj P
yoars, months or days)} If yes. name country
3. (a) PRINT. Joh n Tabacchi. MEDICAL CERTIFICATION
FULL NAME August 18,
B 11 veteran 3. () Social Security 20. DATE OF DEATH, Mo_nth..._..............._;..I ..... ~day. P
@ dveenn cannot. " N ONE year_ 1941 . mijnute__~. %M.
name war, No T'ebruary
21, Ih y certify that 1 attended the deceased from
0 5. Color (‘Nh 1 4@ e, midowed, marmed. 1, 6, 4] August 18, 41
. 2 3 9.=; ;
. s }BLO divoreea ZERAT Fthot [ast saw b 1L alive on AuguSt 18, _ :9':;_1..;
6. (b)_Name pfAusband o mi wrsrngereeee 6. (c) Age of husband or wife if | and that death occurred on thgdate and hour etated above. Duration
Tueitis %ﬁhc ¢hHi aive._ 08 . _earsl| Immediate cause of death_. atzctta
7. Birth date of deceased NOVEMDET 1, 187] || msne " S VA . 29~ 3
_ (Manth) {Day)} {Yeoar) ﬂ?? o ZZ(M
8. AGE, Years Montha Days If less than one day DuE to. N
69 3 | 17 - V
. - Due to.
o. Binmpace______Galifornia, | American, o
(Clty town or connty) {Stats or foreign country) " - : - ? ’ YM
10. Usual occupation 9.9 C cupa tl on %'Sﬁmm, within 3 months of death} B @ f = 1
11. Industry or busi }: ol T Baceht PHYSICIAN
o onn a Mejor-Srdtapy —_
E 12, Name... A "ﬁ-"’“ “&éﬂ"&m“m&%m“mu Underline
= { 13. Birthplace Ita lY . 5 Foreigner ‘-A-e:é‘-r——m i e e O e gﬁggﬁtﬁ
& e Maiden pame. CUETIZEWETh  P(Gute i oy o sutopey Getltos. i Lot at Wﬂu&v should be
. en e : . -
5 . Italy. k Porelgner. tastically.
g 15 BIpIace e A ey} || 22 1 death was due to external causes, il in the following:

(6) Accident, suicide, or homicide (epecify)

(b) Date of occurrence

{Clty or tawn) (Coanty) {State)
(d} Did injury occur in or about home, on la.rm in {ndustrial place in publie place?

(Bp-dfv tvn of place) X
Means of Inj ULY e srs oo

. Whtle at L1521 S — .
23, Signature pza‘ % '(M.D.orother)...

Address. Séop W ‘. Date dmed.ﬂtiif_

mfg;%m

(l_-l.canled Embaimer’s Statemsent on Reverso Side}




STATEMENT BY LICENSED EMBALMER

- .

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by
T

' ., Registered Apprentice No.

working under my personal supervision,

Note: The above MUST BE SIGNED BY THE LICENSED EMBAIMER in his OWN HANDWRITING. (Failure to comply wi
the above constitutes grounds for revocation of license,)

If this body is not embalmed, fact should be so stated above.



